Posterior keratoconus is a rare corneal disorder characterised by non-inflammatory thinning of the cornea, resulting in a conical protuberance of the posterior surface. The anterior surface remains regular, so differentiating the condition from anterior keratoconus. It is usually considered to be a developmental abnormality.
Case report
A white male was known previously to have had 6/6 vision in both eyes, unaided, and with normal globes. The eyes had been assessed for occupational purposes. At the age of 25 years he suffered a right penetrating injury from the impact of a metal spring. The resulting small corneal perforation did not require surgical treatment, but a secondary cataract developed. This was treated by needling via a limbal approach. At the age of 27 years he was assessed for contact lens correction of his right aphakia. His right visual acuity was then 6/18 with refraction +11-00 D sph, -1 00 D cyl axis 850 BVD 11 mm, and keratometry 7*45 axis 5°, 7-80 axis 900. Posterior corneal thinning was noted. He initially wore a contact lens, but after 18 months he abandoned this and was lost to follow-up treatment.
He returned at the age of 38 years, when he was asymptomatic but again required a contact lens to correct the right aphakia. The right cornea remained regular anteriorly, but the posterior conical protuberance and hazy posterior stromal opacity were still present (Fig. 1) . The posterior cone was 3 mm in diameter and its apex was 2 mm, nasal and inferior to the centre of the cornea. The appearance was consistent with the drawing made at initial presentation. No abnormality of the iris or angle was detected. The right visual acuity was 6/18 with refraction +10-00 D sph -1-50 D cyl axis 30°BVD 11 mm, and keratometry 8-10 mm axis 30°, 7*60 mm axis 1200. The ocular media were clear and the optic disc and macula also appeared normal. The left eye had a visual acuity of 6/6 unaided; keratometry was 8-20 mm axis 300, 8 .15 mm axis 120°, and the anterior segment was normal. Photokeratometry showed the anterior corneal surface to be regular. The central corneal thickness was 0-52 mm in both eyes; in the right this was at the temporal edge of the cone, and the corneal thickness at the cone apex was 0-23 mm. Either mechanism is likely to be modified by later corneal remodeling. In this case keratometry showed an increase in radius of corneal curvature and the refraction altered, but there was no progression of the visual loss.
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